Randomised trials contribute to the determination of optimal nutritional treatment strategies. In a welldesigned study reported in the previous issue of Critical Care, White and colleagues [1] have investigated the impact of gastric versus post-pyloric (PP) route on early enteral feeding effi ciency. Several interesting results are presented. First, the authors achieved a remarkable 80% successful blind PP tube placement. Th ey showed that the usual delay in initiation of PP feeding due to tube placement techniques [2] can be minimized by bedside tube placement by trained nurses. But although gastric enteral nutrition (EN) can be initiated faster (median 2.3 hours earlier than the PP), achieving the energy target 3.6 hours earlier, the diff erence is minor. Th e authors should be congratulated on a very effi cient feeding protocol: to be able to initiate EN within 3 to 13 hours of admission and to achieve the target 3 to 5 hours later is great. Complications did not diff er signifi cantly between groups (pneumonias: 5 in the gastric group versus 11 in the PP group).
several contradictory studies and two non-con clusive meta-analyses, by randomly assigning the patients to either feeding method from the start. Th ey (apparently) observed a lower daily energy defi cit, with trends toward smaller gastric residual volumes in the gastric group. Unfortunately, despite a good design, minimization regarding variables impacting on their main outcome, namely gastroparesis, was absent and the results are not as straightforward as claimed: the problem of group severity unevenness complicates the interpre tation as in several other studies [3] . Th e authors were unlucky to enrol patients with a more severe condition into the PP group: the diff erence between median APACHE II (Acute Physiology and Chronic Health Evaluation II) scores of 24.5 and 30 is clinically relevant. Furthermore, to have more diabetics in the PP group is a worry as diabetes is associated with signifi cant gastroparesis, the severity of which has motivated research for effi cient prokinetics [4] . In the intensive care unit (ICU) patients in the severest condition (that is, patients with severe cardiovascular compromise on high-dose vasopressors), our group showed that the PP feeding resulted in a more effi cient feeding and an additional 500 kcal per day delivered compared with the gastric route [5] . A few studies in patients with major burns, in whom enteral feeding is strongly recommended, confi rm the importance of severity of illness, with a more effi cient feeding by the PP route in the severest patients. Th e commonest reason for gastric feeding failure is a large residual [6] : 83% of the 'failed' patients shifted on PP feeding achieve adequate feeding. Our group showed that computerized monitoring of energy delivery improved feeding in this category of patients [7] , prompting the early use of PP feeding in case of large gastric residuals.
Th e study by White and colleagues [1] is characterized by a very low gastric feeding failure rate, with only four patients (7%) requiring PP or parenteral feeding: this confi rms the lower severity in this group as indicated by the APACHE scores. While the issue of severity is correctly discussed, the authors do not address the problem of diabetic gastroparesis. Th e diff erence in APACHE scores
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In a randomised trial comparing early enteral feeding by gastric and post-pyloric routes, White and colleagues have shown that gastric feeding is possible and effi cient in the vast majority of critically ill patients. But the authors' conclusion that gastric is equivalent to post-pyloric is true in only the least severe patients. Given the extra workload and costs, post-pyloric is now clearly indicated in case of gastric feeding failure. prompted them to analyse patients adjusted for severity and to analyse by intent-to-treat due to the 14 patients who were not fed according to random assignment (10 failures in tube placement and 4 failures in gastric feeding). Not surprisingly, the nutritional effi ciency diff erences in favour of the gastric route disappear.
Despite these problems, the authors conclude that 'early post-pyloric feeding off ers no advantage over early gastric feeding': we agree that this is certainly true in the general ICU population, but not in patients with pyloric dysfunction (that is, in the severest patients). We want to highlight the importance of not oversimplifying the interpretation of the results -such an oversimplifi cation would be misleading -but of keeping the severity details in mind. Th is study is a serious contribution to the better usage of the feeding routes. On the basis of this study and others [2, 8] , the good news is that the simplest feeding method is always worth trying. Feeding should be started by the gastric route, and given the extra workload and costs involved in gaining PP access, this procedure should be reserved for patients with high gastric residuals who fail gastric feeding within 48 to 72 hours of its initiation. Th is is early enough if energy delivery is monitored to prevent the build-up of an important energy debt [7, 9] .
